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This memorandum alerts you to the issuance on June 20, 199 4 
of our final audit report. A copy is attached. 

This report contains the results of our audit of the personal care services 
program in Westchester County covering the period January 1, 1988 through 
December 31, 1990. Personal care involves aides rendering services, in the 
home, to recipients who require varying degrees of assistance with activities of 
daily living such as hygiene, dressing and feeding. The provision of these type 
services is a rapidly growing and costly component ($1.4 billion for Calendar 
Year 1990) of the New York State (NYS) Medicaid program. 

The objectives of our audit included an assessment of controls over (a) the 
billing for services to determine whether provider charges are reasonable and 
adequately supported and (b) the eligibility of recipients to receive personal care 
services. We also made a determination as to whether the State’s claim for the 
Federal share of personal care service costs was proper and in compliance with 
applicable State and Federal regulations. 

Our review disclosed significant weaknesses with respect to documentation and 
billing of services rendered and the authorization of personal care services. We 
found weaknesses in the design of internal control systems, as well as the 
routine bypassing of critical internal control procedures. Collectively, the control 
weaknesses increase the risks of the program to fraud, waste, and abuse. For 
example, we found services billed by providers but not rendered and physicians 
prescribing services without current knowledge of the recipient’s medical 
condition. These weaknesses raise serious questions as to the adequacy and 
appropriateness of care rendered to recipients. We also found that the State 
had not effectively monitored the personal care program in Westchester County. 
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We reviewed documentation related to the billing of services for a statistical 
random sample of 120 recipients receiving services from 38 personal care 
providers. This involved a review of provider time sheets to determine if each 
date billed was supported by documentation of the time spent providing the 
service. We found that 85 of 120 recipient cases and 33 of the 38 providers in 
our review had some type of error related to the documentation or billing of 
services. This involved 7,102 services, or $862,573 (Federal share - $431,286) 
in costs which were unallowable. We recommended that NYS immediately 
notify the providers of the identified errors, obtain a refund of these payments, 
and credit the Federal Government. Both the State Department of Social 
Services and the State Medicaid Fraud Control Unit have been alerted to 
potential fraud and abuse by certain providers. 

By projecting our sample results to the total universe, we estimate that between 
$3,172,483 and $11 ,I74534 may have been inappropriately charged to the 
Federal Government. We recommended that the State: (1) work with the 
Health Care Financing Administration (HCFA) to identify a cost-effective plan to 
identify the erroneous payments made to each provider, (2) institute appropriate 
recovery action, (3) issue more specific guidance on acceptable time sheet 
documentation, (4) issue additional guidance and enforce existing regulation 
concerning aides working 24-hour continu.ous care cases, and (5) increase 
monitoring to ensure providers are billing properly and maintaining adequate 
supporting documentation. 

With respect to the authorization of personal care services, we identified 63,126 
services (Federal share - $4,100,786) of the 97,162 reviewed where prior 
approvals had been issued to providers before a valid authorization package 
consisting of a physician’s order, nursing assessment and social assessment 
was in place. Although the services were unauthorized, we recognize that in 
most cases, services were rendered to Medicaid recipients by providers and 
NYS had paid these providers. Further, in many cases, authorizations were 
eventually processed although they were untimely. Given this, we are not 
recommending disallowance of costs claimed for reimbursement. Rather, we 
recommended a number of procedural improvements to preclude recurrence of 
the control weaknesses found. 

The HCFA regional officials concurred with the findings and recommendations 
contained in our report. In their comments, State officials were in basic 
agreement with most of the report’s recommendations. However, the State did 
not agree with one recommendation concerning the need to issue more specific 
guidance on documentation of services rendered. The State also did not 
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adequately respond to our recommendation concerning 24-hour continuous care 
cases. In the OIG response to the State’s comments, we have reemphasized 
the need to fully implement the recommendations in the report. 

For further information, contact: 

John Tournour 
Regional Inspector General 

for Audit Services, Region II 
(2 12) 264-4620 
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SUMMARY 


This report contains the results of our audit of the personal 

care services program in Westchester County covering the period 

January 1, 1988 to December 31, 1990. The provision of these 

type services is a rapidly growing and costly component ($1.4 

billion for calendar year 1990) of the New York State (NYS) 

Medicaid program. Personal care involves aides rendering 

services, in the home, to recipients who require varying degrees 

of assistance with activities of daily living such as hygiene, 

dressing and feeding. The key players include the NYS Department 

of Social Services which sets overall policy and program 

controls, pays the claims and bills for the Federal share; the 

Westchester County Local Department of Social Services which has 

responsibility for authorizing services, arranging service 

delivery, and monitoring providers; and the providers which 

recruit and monitor aides and bill for services rendered. Our 

review encompassed work at all three levels. 


The audit involved three broad but interrelated objectives: 


0 	 Assessment of controls over the billing for services to 
determine whether provider charges are reasonable and 
adequately supported. 

0 	 Assessment of controls over the eligibility of 
recipients to receive personal care services to 
determine whether services are being provided to those 
the.program is intended to serve. 

0 	 Determination as to whether the State's claim for the 
Federal share of personal care services costs was 
proper and in compliance with applicable State and 
Federal regulations. 

Our review disclosed significant weaknesses with respect 

to documentation and billing of services rendered and the 

authorization of personal care services. We found weaknesses in 

the design of internal control systems as well as the routine 

bypassing of critical internal control procedures. Collectively, 

the control weaknesses increase the risks of the program to 

fraud, waste and abuse. For example, we found services billed by 

providers but not rendered and physicians prescribing services 

without current knowledge of the recipient's medical condition. 

These weaknesses raise serious questions as to the adequacy and 

appropriateness of care rendered to recipients. 
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The two major findings are summarized below: 


0 Documentation and Billina of Services Rendered 

Significant weaknesses exist with respect to documentation and 

billing of services by personal care providers. We found 

inadequate guidance from and audit coverage by the State and poor 

documentation and serious billing errors by providers. These 

deficiencies increase the opportunity for fraud and abuse in the 

program. 


Our statistical sample review of time sheet errors for 120 

recipients disclosed, as unallowable, $431,286 of the $6,599,697 

in Federal share reviewed. Using stratified random sampling 

techniques, we estimate that payments totalling between 

$3,172,483 and $11,174,534 were inappropriately charged to the 

Federal Government. We are recommending that the State 

immediately notify providers of the error amounts identified in 

our sample and obtain a refund of these payments. With respect 

to our statistically estimated range of error amounts, we are 

recommending that the State work with the Health Care Financing 

Administration in developing a cost effective plan to identify 

the erroneous payments made to each provider and institute 

appropriate recovery action. We have also made a number of 

procedural recommendations. 


0’ Authorization of Personal Care Services 

With respect to the initial authorization and periodic 

reauthorization of personal care services, we found material 

noncompliance with applicable requirements and control systems. 

The authorization controls were routinely bypassed. Prior 

approvals were improperly granted for services that had-not been 

properly authorized. Physician's orders were submitted which 

were incomplete and we obtained evidence that some physicians 

completed the orders without knowledge of the recipient's current 

medical status. We also found that the State had not effectively 

monitored the personal care program in Westchester County. 


We identified 63,126 services, of the 97,162 reviewed, where 

prior approvals had been issued to providers before a valid 

authorization package consisting of a physician's order, nursing 

assessment and social assessment was in place. As a result, 

unauthorized services were rendered and billed. Our statistical -

sample review of authorizations for 120 recipients disclosed as 

an error amount,. $4,100,786 of the $6,599,697 in Federal 

reimbursement reviewed. Using stratified random sampling 

techniques, we estimate that payments totalling between 

$54,864,884 and $65,485,473 were inappropriately charged to the 

Federal government. The midpoint of the precision range amounted 

to $60,175,179. 
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Although the services were unauthorized, we recognize that, in 

most cases, services were rendered to Medicaid recipients by ,. 

providers and New York State had paid these providers. Further, 

in many cases, authorizations were eventually processed although 

they were untimely. Given this, we are not recommending 

disallowance of costs claimed for reimbursement. Rather, we are 

recommending a number of procedural improvements to preclude 

recurrence of the control weaknesses found. We are also 

recommending that New York State reassess whether any changes are 

needed in the level of control procedures given the high degree 

of noncompliance found in our audit. For example, the current 

regulations in Westchester County require reassessment of 

services every six months. We understand that New York City has 

received permission to reauthorize services once a year. 

Lengthening the reauthorization period in Westchester County for 

some or all cases should reduce the paperwork level while still 

maintaining the integrity of the program. Program officials 

might have other suggestions to improve the effectiveness of the 

control procedures based on experienced gained in running the 

program. 


In a letter dated February 14, 1994, New York State provided its 

response to our draft audit report. In general, the State was in 

basic agreement with eight of the ten report recommendations and 

its comments discussed what actions would be taken, system 

improvements already made, and any concerns it had relating to 

them. . Of the remaining two recommendations, the State did not 

agree with one and, in our opinion, was not responsive to the 

other. The State's complete response is contained in Appendix 

III of this report. Also, we have summarized the comments after 

each of the recommendations and have provided an OIG response. 
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INTRODUCTION 


Background 


Medicaid, authorized by Title XIX of the Social Security Act,,as 

amended, provides grants to States for furnishing medical 

assistance to eligible low-income persons. The States arrange 

with medical service providers such as physicians, pharmacies, 

hospitals, nursing homes, and other organizations to provide the 

needed medical assistance. 


To be eligible for Federal financial participation under the 

Medicaid program, each State must submit an acceptable plan, 

herein referred to as the State Plan, to the Health Care 

Financing Administration (HCFA). The State Plan specifies the 

amount, duration, and scope of all medical and remedial care 

services offered to Medicaid recipients, and becomes the basis of 

operation for the Medicaid program in the State. The HCFA has 

the responsibility for monitoring the activities of the State 

agency in implementing the Medicaid program under the State Plan. 

The Medicaid program in New York State is administered by the 

Department of Social Services (DSS) which is the Single State 

Agency for Medicaid. 


This audit focused on New York State's administration of the 

personal care services program in Westchester County. The State 

Plan includes personal care services rendered in a recipient's 

home as a covered service. The New York State Code of Rules and 

Regulations, Section 505.14 of Title 18, defines and describes 

the administration of the personal care program including: 

definition and scope of services, criteria and authorization for 

services, administrative and nursing supervision, case 

management, payment and reimbursement, and submissions by local 

social services districts of annual plans for personal care 

services to the State. 


The State regulation defines personal care services as: 


tl 
. . . some or total assistance with personal hygiene, 

dressing and feeding; nutritional and environmental 
support functions and health-related tasks. Such 
services shall be essential to the maintenance of the 
patient's health and safety within his/her own home, 
ordered by the attending physician, based on an 
assessment of the patient's needs, provided by a 
qualified person in accordance with a plan of care and 
supervised by a registered professional nurse." 

Federal financial participation (FFP) in the cost of personal 

care services for eligible Medicaid beneficiaries was authorized 

in Public Law 92-603, enacted October 17, 1972. Current Federal 

regulations relating to personal care services are found in 

42 Code of Federal Regulations (CFR) Part 440 under "Subpart A--




Definitions". Section 440.2(b) entitled llDefinitions of services 

for FFP purposes." states in part: _ 


II 
. . FFP is available in expenditures under the State 

pian for medical and remedial care or services as 
defined in this subpart." (Emphasis added.) 

Personal care services are specifically defined for FFP purposes 

in Section 440.170(f) which states, in part: 


11 
. . 'personal care services in a recipient's home' 

mlans services prescribed by a physician in accordance 
with the recipient's plan of treatment and provided by 
an individual who is-­

(1) Qualified to provide the services; 

(2) Supervised by a registered nurse; 


and 

(3) Not a member of the recipient's family." 


Further, HCFA Action Transmittal 79-33, dated April 4, 1979, 

which transmitted Section 5-140-00 of the Medical Assistance 

Manual to the State, provided guidelines for State use in 

defining, categorizing and standardizing the provision of 

personal care services to a recipient in his/her home. 


Finally, Federal Office of Management and Budget (OMB) Circular 

No. A-87 establishes principles and standards for determining 

allowable costs applicable to grants with State and local 

governments. Section C.1.b. of these principles states that in 

order to be allowable under a grant program, costs must be 

authorized or not prohibited under State or local laws or 

regulations. Section C.1.d. further indicates that the-costs 

must be consistent with policies, regulations, and procedures 

that apply uniformly to both federally assisted and other 

activities of the unit of government of which the grantee is a 

part. 


Personal care services costs represent a significant portion of 

New York State's total Medicaid expenditures and its program is 

one of the largest and most costly in the nation. In addition, 

the level of expenditures in New York has been increasing 

dramatically. In calendar year (CY) 1988, New York State's 

personal care expenditures totaled approximately $978 million; 

however, in CY 1990, expenditures rose to over $1.4 billion, an 

increase of more than 43 percent. Personal care service costs in 

Westchester County increased nearly 40 percent during this same 

period. For FY 1992, the Medicaid paid and FFP amounts in New 

York State for personal care services were approximately $1.66 

billion and $832 million, respectively. 
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Organizationally, New York State's personal care services program 

was located within the DSS Division of Medical Assistance (DMA), .-

which recently became the Division of Health and Long Term Care. 

Within the Division, the personal care program is operated by the 

Bureau of Long Term Care. In New York State, the Medicaid 

program is locally administered which, in effect, means there are 

58 local personal care services programs in the State (57 

counties plus New York City). Although DSS has overall 

responsibility for the program, the local districts are 

responsible for authorization of service, arrangement for service 

delivery and program monitoring within guidelines developed by 

the State. In Westchester County, the personal care program is 

administered by the Office of Medical Services within the Local 

Department of Social Services (LDSS). 


This audit of Westchester County's personal care program was 

initiated based on the work performed in our survey of New York 

State's program. During this survey, we visited Westchester 

County, Rensselaer County and New York City. At each location, 

we reviewed a limited number of case files and related billing 

material for compliance with Federal and State regulations. Our 

review disclosed numerous problems with respect to the 

authorization and reauthorization of services, especially in 

Westchester County. In addition, Westchester County was 

originally included in our survey because of the problems noted 

by the-office of the State Comptroller (OSC) during its review of 

home health care in New York State. The OSC report stated that 

although DSS was responsible for monitoring each local district's 

personal care operations to ensure the program operates 

effectively and in compliance with State laws and regulations, 

these monitoring activities were not effective. 


Bcope of Review 


A primary objective of our audit was to assess the adequacy of 

controls over the eligibility of recipients to receive personal 

care services. In addition, we made an assessment of controls 

over provider billings for services. Our last objective was to 

determine whether the State's claim for the Federal share of 

personal care services costs was proper and in compliance with 

applicable State and Federal regulations. Our audit covered the 

period January 1, 1988 to December 31, 1990. 


We determined that the primary internal controls relative to the 

personal care services program are the following: 


1) 	 New York State's organizational structure and 
regulations 

2) 	 Westchester County's organizational structure and 
regulations 
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3) Providers' policies and procedures 


4) 	 the Medicaid Management Information System (MMIs) 

computer edit routines 


Specifically, the authorization of services, the prior approval 

process, and the documentation of services were the primary 

internal controls in place to identify personal care services 

costs eligible for FFP. The New York State DSS has overall 

responsibility for the program; however, the Westchester County 

LDSS is responsible for authorizing the service, inputting the 

prior approvals, and arranging for service delivery. In 

addition, each provider is responsible for supporting the time 

spent in provision of each service billed. 


Our evaluation of the internal control structure disclosed 

significant deficiencies at the State, County, and provider 

level. In planning our audit, we considered the weaknesses in 

internal controls noted during our survey, assessed control risk 

at the maximum level and decided to perform substantive testing 

to evaluate the propriety of the State's claims for Medicaid 

reimbursement. 


In order to accomplish our audit objectives, we reviewed 

pertinent documentation and held discussions with cognizant New 

York State, HCFA, and Westchester County officials. We also 

utilized computer applications at the MMIS fiscal agent to 

identify a universe of recipients who received personal care 

services. These applications extracted from the Medicaid paid 

claims history files all claims (except those that were not 

claimed for FFP) with a category of service of 0264 (Vendor 

Personal Care Services) and a recipient county code of 55 

(Westchester County). These applications identified 5,123 

personal care recipients, representing 2,058,935 claims with a 

Medicaid paid amount of $200,836,230 ($100,418,006 Federal 

share). Of the 5,123 total recipients, we eliminated 1,784 from 

our review ($6,105,747 Medicaid paid and $3,052,860 FFP) due to 

their relatively low Medicaid paid amounts (under $10,000). 

Thus, our audit universe consisted of 3,339 recipients with 

personal care service costs of $194,730,483 (Federal Share 

$97,365,146), representing 1,950,860 claims. 


To evaluate this universe we used stratified random sampling 

techniques. From each of four strata in the universe, we 

selected a random sample of 30 sampling units, for a total sample 

size of 120 sampling units. The book value of each sampling unit 

(a recipient) was the total Medicaid paid and FFP claimed for the 

services during the review period. In total, the Medicaid paid 

amount associated with the 120 recipients was $13,199,402 of 

which the Federal share was $6,599,697. This represented a total 

of 97,162 services. 
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For each of the sample recipients reviewed, we performed detailed 

audit work at both the LDSS and at the 38 personal care providers. 

who were responsible for service delivery. At the LDSS, we 

reviewed each recipient's case file for evidence that services 

had been properly authorized. Specifically, we reviewed each 

record for timely completion of physician's orders, nursing 

assessments, and social assessments. At each provider, we 

reviewed documentation related to the billing of services. This 

involved a review of time sheets to determine if each date billed 

was supported by documentation of the time spent in provision of 

the service. Finally, we also reviewed recipient case files, 

maintained by both the LDSS and the providers, for pertinent 

notes and observations. Based on an evaluation of this 

information, we made a determination whether the cost of each 

service provided was eligible for FFP. In addition, at each 

provider, we reviewed the personnel folder of the o"primaryooaide 

who had serviced the recipient to.determine whether the aide was 

properly trained. 


As part of our review, we also obtained information from the 

Medicaid and Medicare paid history files. We analyzed this 

information to determine whether the physicians who were 

completing the physician's orders had billed Medicaid or Medicare 

for services to the recipient and the date the services were 

provided. Our objective was to determine if physicians were 

completing the orders based on current medical examinations of 

the recipients. We also performed other analyses of the 

information on authorization documents to assess completeness and 

consistency. 


Our review was conducted in accordance with generally accepted 

Government auditing standards. It included such tests and other 

auditing procedures that we considered necessary in the-

circumstances. Consistent with our audit objectives, our review 

of internal controls encompassed an assessment of the policies 

and procedures that were in place to ensure the proper 

administration and claiming of personal care services. 

Therefore, we did not perform a facility-wide review of EDP 

general and application controls in place in the MMIS. 


Audit field work was performed at DSS, the MMIS fiscal agent in 

Albany, New York, the LDSS in Westchester County, and at the 38 

personal care providers involved in our sample during the period 

September 1991 to January 1993. 
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FINDINGS AND RECG~ATIONB 


Our review disclosed significant weaknesses with respect to 

documentation and billing of services rendered and authorization 

of personal care services. Collectively, the weaknesses increase 

the risks of the program to fraud, waste and abuse. They also 

raise questions as to the adequacy and appropriateness of care 

rendered to recipients. As the result of documentation and 

billing problems noted, we are recommending that the State 

immediately notify providers of the error amounts identified in 

our sample ($431,286 Federal share) and obtain a refund of these 

payments. With respect to our statistically estimated range of 

error amounts, we are recommending that the State work with HCFA 

in developing a cost effective plan to identify the erroneous 

payments made to each provider and institute appropriate recovery 

action. Because of deficiencies in the authorization of personal 

care services, we are recommending a number of procedural 

improvements to preclude recurrence of the control weaknesses 

found. 


In its comments, dated February 14, 1994, New York State 

expressed general agreement with the majority of our 

recommendations, indicating actions to be taken in response to 

problems noted in the report and system improvements already 

effected. The State's comments are summarized after each 

recommendation and are included in their entirety as Appendix III 

to this report. 


I 
i DOCUMENTATION AND BILLING OF SERVICES 

Our review disclosed significant weaknesses in the documentation 

maintained to support services billed as well as various billing 

errors which raise concerns about the adequacy of provider 

billing controls and procedures. Our statistical sample review 

of time sheet errors for 120 recipients disclosed, as 

unallowable, $431,286 of the $6,599,697 in FFP reviewed. Using 

stratified random sampling techniques, we estimate that payments 

totaling between $3,172,483 and $11,174,534 were inappropriately 

charged to the Federal Government. We believe that the State 

needs to issue more specific guidance on acceptable 

documentation. In addition, both the State and Westchester 

County need to increase their monitoring to ensure providers are -

maintaining adequate supporting documentation for services billed 

and are properly billing for services. 


Providers are required to obtain prior approval before services 

are initiated or billed to the Medicaid program. According to 

State regulation 505,14(h)(l), no payment to the provider shall 
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be made for authorized service unless such claim is supported by 

the documentation of the time spent in provision of service for 

each individual patient. Although it is the responsibility of 

each provider to maintain the documentation of services rendered, 

State regulations do not specify the form such documentation must 

take. 


At all 38 providers included in our review, the documentation of 

services rendered consisted of time sheets which varied in form, 

content, and neatness from provider to provider. We also found a 

wide variance in provider controls for ensuring that time sheets 

were complete and accurately reflected the hours worked by the 

aides. Several providers had extremely lax controls. We believe 

the lack of guidance to providers (and to Westchester County) 

concerning the specific manner and form for documenting services 

is a contributing factor to the deficiencies we found. In 

general, we believe the problems we observed with time 

documentation significantly increase the vulnerability of the 

program to fraud, waste and abuse. 


In our opinion, the time sheets should have, at a minimum, 

indicated the name of the aide rendering the personal care 

service, the patient's name, the date of service, and the hours 

workeg on the case each day. Further, we believe the time sheets 

should have been signed by the aide and by the patient or some 

representative of the patient to verify the aide worked the hours 

listed. Our review of the billing material at each provider 

indicated that all of these elements were not always present. 


In summary, we found that 85 of 120 recipient cases and 33 of the 

38 providers in our review had some type of error related to the 

documentation or billing of services. This involved 7,102 

services, the costs of which were unallowable. The errors, which 

are summarized below, can be grouped into the following 8 

categories: 
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Error Related Medicaid Federal 
Cateaorv Cases' Services Paid Share 

Missing Time Sheets 45 4,242 $554,070 $277,035 

Time Sheets Do Not 
Support Billing 51 472 29,366 14,683 

Double-Billing 9 50 4,514 2,257 

One Aide Worked 
Entire 24 Hours 21 662 71,928 35,964 

No Services Rendered 16 29 2,002 1,001 

Altered Time Sheet 4 5 554 277 

No Records Found 8 1,375 174,844 87,422 

Other 2 267 25,295 12.647 

Total 156 7,102 $862,573 $431,286 

The first two categories above denote cases where the providers 

could not provide us with documentation to support all or some of 

the time billed to the Medicaid program. Those two categories as 

well as the Double-Billing, No Records Found, and the Other 

categories are defined and discussed further in Appendix I. The 

remaining three billing error categories are discussed below 

because they are indicative of fraud, waste and abuse: 


0 	 One Aide Worked Entire 24 Hours - This occurred on 
continuous 24-hour cases when only one aide worked the 
entire 24 hours. For such cases, State regulations 
require that at least two aides cover the 24-hour 
period; this is to assure the recipient receives the 
proper level of service, namely, uninterrupted service. 
The difference in the level of service provided is also 
reflected by the fact that for 24-hour continuous care 

1 The case counts under each of the above categories are 

not mutually exclusive since some cases exhibited more than one 

type of error. However, our disallowances amounts (Medicaid paid 

and Federal share) and error classifications were based on 

specific dates and hours of service within a case, thus the costs 

associated with a specific service period were only disallowed 

once. 
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cases, providers are authorized to bill using an hourly-

rate rather than a daily rate for "live-ino0 (one aide -

24 hours) cases; this results in a much higher rate of 

reimbursement for the 24-hour period. For the 21 cases 

in this error category, the providers improperly used 

one aide for the 24-hour period and incorrectly billed 

using the hourly rate when they should have been 

billing the "live-inlI rate. 


No Services Rendered - This occurred when there was 

evidence that services were not rendered to the client 

for a date billed or for part of a date billed. We 

noted this in 16 of,the 120 cases reviewed. In 9 of 

the 16 cases there was a discrepancy between the 

billing and the case notes maintained by the provider 

or by the LDSS. In 3 cases the provider billed when 

the aide was off duty due to a paid holiday or sick 

day. In 2 cases the recipient was hospitalized. Also, 

in 1 case the aide listed no activity for two dates of 

service yet the provider billed. Finally, in 1 case 

the public health nurse noted during her supervisory 

review visit to the recipient's home that the aide had 

not been present, yet we found a time sheet prepared 

listing the aide as having worked during those same 

hours. 


The existence in our sample of providers billing for 

services not rendered is a very serious matter. The 

following are several examples which highlight our 

concerns: 


Case 15 - Case notes for one date of service stated: 


"Called to see if aide had made it in because 

of the snow. Patient says that no aide did 

not make it in but she has a friend with her, 

name Robert he didn't want to give last name. 

But everything is grate (sic) Patient has 

food t is warm." 


and for another service date: 


"1 told her (aide's name) her aide can't work 

today. She said she would call some friends 

to stay with her. She doesn't want another 

aide." 
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, 
We found that for each of the above dates, eight hours 

was billed by the provider. In addition, we found time 

sheets indicating that the aide had purportedly worked. 


Case 38 - Case notes for one date of service stated: 


"No service today. Hm.* had a medical 

appointment. I didn't send a sub. because 

last time Clt. didn't open the door to the 

Hm. sub. Clt. called this p.m. to inform 

that Hm. didn't show up. I explained to Clt. 

that she was told that Hm. had an app. for 

today. 


M.L." 


We found a time sheet supporting the eight hours billed 

to Medicaid for this date. 


Case 74 - For two consecutive service dates, the 

provider billed 12 hours for this recipient, but did 

not have supporting time sheets. In response to our 

request for further information, the provider indicated 

that the client had been hospitalized on those two 

dates. We question how these hours could have been 

billed since there did not appear to have been a time 

sheet originally prepared. 


Case 104 - This recipient was being serviced by her 
granddaughter, which was allowable since they did not 
live together. However, in the case files, we found an 
incident report which indicated the aide had been 
disciplined for submitting time sheets for services 
rendered on three consecutive service dates when, in 
fact, the aide had been hospitalized. The provider 
billed for 12 hours on each of these dates and, 
although there was an incident report on the matter 
dated the following month, there was no evidence that 
the provider adjusted its billing for these three 
dates. 

0 Altered Time Sheet - This occurred when a provider had -
submitted a time sheet, subsequent to our site visit, 
which showed evidence of alteration when compared with 
the copy made by us during the visit. We made copies 
of selected time sheets during our visits when we noted 

2ooHm.oo
is homemaker and r°Clt.oois client 
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that some service hours billed were missing supporting'­

documentation. When we compared the two time sheets, 

we concluded that the second time sheet had been 

altered. We noted this problem in 4 of the 120 

recipient cases and 2 providers accounted for these 4 

cases. 


Under separate cover, we intend to provide the State with 

information on the providers with poor controls and those with 

serious billing inaccuracies. We believe the State should 

consider conducting in-depth audits of these providers and 

whether referrals to the Medicaid Fraud Control Unit are 

warranted. 


In addition to the above serious billing errors, we found a 

general g8sloppinessgoin the time sheets maintained at certain 

providers. Some time sheets had been processed and accepted by 

the provider where the month and/or day and/or year of service 

had been omitted from the time sheet. Some aides failed to 

indicate whether the shift worked was A.M. or P.M.. Still other 

time sheets did not indicate the total number of hours worked and 

many were not signed by the recipients, although the form 

provided a place for signature. In our opinion, the reason for a 

missing recipient signature should be documented on the time 

sheet. 


Since the time sheet should have been the basic document to 

support the billing, we were dismayed at the lack of 

standardization in the industry. At virtually every provider 

visited, we requested answers and supporting documentation for a 

lengthy list of o"openooitems because the information needed to 

substantiate each date billed could not be found, even though 

each provider had prior notice of specifically what information 

we needed. Ultimately, personnel at most providers were able to 

locate the missing documentation. 


The errors noted during our review indicate that providers need 

to significantly improve their controls over the preparation and 

maintenance of time sheets. Because of the lack of specific 

guidance from the State, we found wide variances in the quality 

of time sheets. We believe the time records constitute such an 

important control factor that the State should develop a uniform -

personal care time documentation record which would be mandatory 

for all providers rendering services in Westchester County and 

perhaps the rest of the State. In this regard, we understand 

that most providers in the New York City area utilize a 

standardized time record. 
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We believe specific guidance should be given to providers on how'­

the time sheet should be prepared including the need for 

certification by the aide and by the patient (or representative) 

of hours worked and services received. The guidance should also 

stress that the time record is to be used as the basic source 

document for generating billings to the Medicaid program. During 

our audit, we observed that some providers appeared to have 

prepared their billings from documents other than time sheets 

(eg. scheduling sheets) which could explain why we noted 

discrepancies between the hours billed and the hours contained on 

the time sheets. In all cases, we believe the time sheet should 

be the basic source and support document for all billings. 


In developing a uniform time sheet, we believe the State needs to 

coordinate with HCFA to resolve differences between current 

Federal and State criteria. The HCFA Medical Assistance Manual 

states that although there are no specific record-keeping 

requirements, the personal care aide should keep daily notes on 

the tasks performed, the condition of the patient, and the total 

number of hours worked. Such records should be made part of the 

patient's health chart and retained as documentation of the 

provision of services. 


We found that the aides servicing our sample recipients generally 

did not prepare notes on the condition of the patient. Although 

we found evidence of activity sheets at 36 of the 38 providers 

visited, it is our opinion these sheets did not fully satisfy 

HCFA's intended requirements. For the most part, the activity 

sheets found merely included check marks next to the services 

provided on a given day; a notation of the patient's condition 

was not included. The current provider time sheets do not 

contain written notes on the tasks performed for the patient nor 

did the time sheets satisfy the requirement for notes on the 

condition of the patient. The only notes on the patient's 

condition were those made when a registered nurse from the LDSS 

or the provider made a periodic visit. 


In addition to the documentation and billing errors outlined 

above, we also noted at one provider what we believe, at a 

minimum, is a quality of care issue regarding the number of hours 

worked by certain aides. During our attempt to o"lookbehind" the _ 

time sheets at this provider, we requested copies of scheduling 

sheets and earnings statements for selected aides. During our 

review of these documents, we noted two major problems. First, 

we found that certain aides were working an exorbitant number of 

hours a week. For example, one aide, over a 13-week period, 

worked 1,707 hours, or an average of 131 hours per week or 

approximately 19 hours per day. Another aide worked 1,680 hours 
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(over a different 13-week period), which included two separate 

weeks where the aide worked 156 hours or an average of more than 

22 hours per day. 


The second problem involved a single aide working two 12-hour 

shifts on the same day for two different recipients. For 

example, we noted that one aide worked 144 hours during a 

particular week. During that week, the aide worked five 

consecutive 24-hour shifts for two different recipients (12 hours 

each day for each recipient). The aide did not work Saturday, 

but worked 24 hours for one recipient on Sunday, which is against 

regulations. 


We could not find any regulations which specifically limit the 

number of hours an aide can work;.however, as noted earlier in 

this report, State regulation 505.14(a)(3) states that continuous 

24-hour personal care services shall mean the provision of 

uninterrupted care, bymorethunoneperson. We informed Westchester 
County officials of these findings and they, too, expressed great 

concern that an aide was working the number of hours indicated 

above or that an aide was servicing two 12-hour shifts for two 

different recipients on the same day. 


In our opinion, the above examples of unusual work patterns also 

raise program risks in that they may be indicative of time sheet 

abuse by the aide or abusive billing practices by the provider in 

the claiming of personal care services. These conditions, as 

well as the other billing errors noted by our review, highlight 

the need for additional provider monitoring and audits by DSS. 

We had originally requested DSS to furnish us copies of all the 

personal care audits they had performed. We were provided with 

one report on an internal review and a draft report of one 

provider audit. Considering the size and growth of the personal 

care program, we believe much greater audit coverage at the 

provider level by DSS is needed. 


In summary, the providers were unable to substantiate the 

services hours billed or documentation existed which indicated 

that billing errors had been made. As a result, New York State 

improperly claimed and received Federal reimbursement for 

personal care services that were undocumented or were improperly -

claimed. 
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Recommendations 


We recommend that New York State: 


1. 	 With respect to the $862,573 (Federal share - $431,286) 

of sampled payments actually found to contain billing 

errors, immediately notify the providers of the errors, 

obtain a refund of these payments, and credit the 

Federal Government. 


2. 	 With respect to our statistically estimated range of 

error amounts, jointly develop with HCFA, a cost-

effective plan to identify the erroneous payments made 

to each provider and, after such identification, 

institute appropriate recovery action. 


3. 	 Establish specific and detailed regulations with 

respect to the documentationof services at the 

provider level. This would include the development of 

a uniform time sheet for use by personal care 

providers. The regulations should incorporate the 

guidance contained in the HCFA Medical Assistance 

Manual concerning'the aide making daily notes on the 

tasks performed, the patient's condition, and the hours 

worked. There should also be a requirement for time 

sheet signatures by both the aide and the recipient or 

a representative and documentation on the time sheet of 

the reason for lack of a recipient signature. 


4. 	 Issue guidance to providers on the importance of 

accurate and complete time sheets and the importance of 

record retention. Providers should be specifically 

advised that time sheets are to be used as the basic 

source documents to generate billings to the Medicaid 

program. 


5. 	 Develop and issue guidance or regulations covering the 

number of consecutive hours that aides can work on 

personal care cases and more strongly enforce existing 

regulations concerning 24-hour continuous care cases. 


6. 	 Conduct more frequent audits of individual providers 

with emphasis on service documentation and billing. 
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STATE AGENCY CONMENTS 


The State indicated that, with regard to the collection of the 

$862,573 (Federal share $431,286) in sample payments actually 

found to contain billing errors, it would follow up on the 

report's findings and recoup, where possible, the potential 

overpayments. The State also made the point that 50 percent of 

the identified billing errors were attributed to one provider, 

Kelly Kare, Inc. (actually Kelly Kare Limited), which had been 

previously audited by the State and, as a result, referred to the 

State's Attorney General (which includes the Medicaid Fraud 

Control Unit) for further investigation. According to the State, 

the operators of Kelly Kare were subsequently found guilty of 

submitting fraudulent billings of more than $1.1 million during 

the period April 1987 to October 1990; the provider was 

terminated from the Medicaid program on October 27, 1993, and is 

no longer in business. With respect to developing a plan to 

identify, from the statistically estimated range of error 

payments, the erroneous payments made to each provider and to 

recover such payments, the State indicated the results of its 

efforts to recover the sampled overpayments will determine what 

additional steps, if any, need to be done in this area. Further, 

the State questioned the accuracy of the projection of the amount 

of potential overpayments to be recovered, since the provider 

with the largest amount of billing errors is no longer in the 

Medicaid program. 


The State believes its current policy is adequate regarding the 

required use of time sheets; the personal care services 

regulations and contracts specify that time records must be 

maintained. To ensure providers.are aware of the requirements, 

the State will include in a future edition of the Medicaid 

Provider Update an article that addresses the specific 

information that should be included on the timecard. Although 

the State did not believe it is necessary to create a Statewide 

uniform time sheet, it is investigating a means of automating 

timecards, such as the electronic submission of time information 

currently being tested as an Innovative Demonstration Project in 

Rockland County. With regard to the daily notes which should be 

maintained by the aides, the State commented that the timecard is 

not the appropriate document to be used for such notes, because 

this information is considered confidential medical information. _ 

According to the State, the aide activity sheets should be used 

for such purposes. Concerning the need to issue guidance to the 

providers on the importance of accurate and complete time sheets 

and record retention, the State will issue a Medicaid Provider 

Update article on the subject. 
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In response to our fifth recommendation, the State indicated that-

the number of hours aides can work is covered by State and 

Federal labor laws and is not a function of DSS. However, the 

State will emphasize in a Medicaid Provider Update article the 

need to be familiar with the labor laws and it will issue a Local 

Commissioners Memorandum to remind local districts to review the 

number of hours worked by personal care services aides. 


With respect to the recommendation to conduct more frequent 

audits of individual providers with emphasis on service billing 

and documentation, the State indicated the Westchester County 

Department of Social Services (Westchester County LDSS) has in 

the past few years increased the auditing of provider agencies' 

records. The LDSS has reported improvement in provider 

recordkeeping and has received Innovative Borne Care grant money 

for increased auditing of providers, training and employment 

records. 


OIG RESPONSE 


We are pleased the State will follow up on our findings and 

recoup overpayments, where possible. With respect to Kelly Kare, 

we were aware that the owners had been convicted of Medicaid 

fraud;.however, it should be noted that the case involved 

billings for nursing rather than personal care services. Also, a 

provider's termination from the Medicaid program would have no 

impact on the State's responsibility to recoup overpayments from 

that provider, but the fact that the provider is no longer in 

business could. The State will need to carefully evaluate the 

Federal regulations governing such situations found at 

42 CFR 433.318. 


Further, we would note that despite the percent of billing errors 

related to Kelly Kare, our estimated range of error amounts is 

accurate since it was based on statistically valid sampling 

techniques. As such, it could serve as the basis of other 

recoupment approaches. For example, if the overpayments from 

Kelly Kare are determined to be uncollectible, these could be 

extracted from the sample results and a revised estimate 

generated. In any event, our recommendation was that the State 

work with HCFA to jointlp develop a cost effective plan to 
identify the erroneous payments made to each provider, and after 
such identification, institute appropriate recovery action. We 
continue to believe that any determination with respect to the 
estimated range of error amounts should be made in consultation 
with HCFA. 
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Contrary to the State's belief, it is our opinion its current '-

policy and regulations related to the documentation of services 

at the provider level are not adequate. Given the audit findings 

in our report, we continue to believe the State must issue more 

specific regulations in this area. In our opinion, the form of 

the time record should be specified in the regulations, as well 

as the requirement for both recipient and aide signatures on the 

document. Although we believe guidance to the providers is also 

necessary (and made a recommendation to that effect), we do not 

believe a Medicaid Provider Update article alleviates the need 

for more detailed regulations. Also, even in a system using 

automated timecards, there would have to be some means of 

verifying the time spent in providing services. With regard to 

the daily notes to be maintained by the aide, we did not 

recommend that these notes be maintained on the time sheet. 

Rather, our recommendation was that the requirement for the 

preparation and maintenance of such notes be made part of the 

State's regulations. In point of fact, although we found that 36 

of 38 providers used activity sheets of some type, in general, 

aides were not preparing daily notes on the condition of the 

recipient. 


Regarding our recommendation to develop guidance or regulations 

covering the number of consecutive hours that aides can work on 

personal care cases, our main concern was the quality of care 

provided to the recipients. Thus, we believe this issue would 

fall under the purview of DSS, since it has issued regulations on 

other quality of care issues such as requiring at least two aides 

to service a recipient in a 24-hour period on 24-hour continuous 

care cases. While employers should comply with all labor laws, 

we strongly believe DSS needs to.evaluate and regulate the number 

of hours an aide can work in order to ensure the safety of the 

patient. Also, we note the State did not respond to that portion 

of our recommendation indicating it should more strongly enforce 

existing regulations concerning 24-hour continuous care cases. 


Finally, we are pleased to hear that the Westchester County 

Department of Social Services has in the past few years increased 

the auditing of providers' records. We would point out that our 

recommendation was directed at the State rather than Westchester 

County. However, if the State intends to rely on audits 

performed under Westchester County's aegis, as opposed to 

additional State audits, we believe the State should monitor the 

scope and frequency of audit coverage and perform tests to 

determine the adequacy of the audits. The State should also 

receive copies of all audit reports and corrective action plans 

submitted by the providers. Based on this data, the State could 

determine whether there is a need for additional State audits. 
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AUTHORI2ATION OF PERSONAL CARE SERVICZS 


We found significant noncompliance with applicable requirements 

regarding the initial authorization and periodic reauthorization 

of personal care services. We also found that the State Agency 

had not effectively monitored the personal care program in 

Westchester County. 


Although New York State had established procedures and controls 

to ensure the proper authorization of personal care services, the 

controls were routinely and consistently by-passed by personnel 

within the LDSS of Westchester County. In effect, services were 

rendered before they were authorized. 


The State of New York and Westchester County had designed 

internal control procedures (systems) to ensure that recipients 

had a medical need (i.e. were eligible) for personal care 

services, they received the proper level of services and there 

were front-end billing controls on the providers. These systems 

included two principal and interrelated internal controls: 


0 	 The necessity for a complete authorization package 
consisting of input from three separate professional 
disciplines prior to services being rendered. 

0 	 The subsequent issuance of prior approval numbers to 
providers which permitted them to initiate or continue 
services in accordance with established hours of care 
and to bill for services rendered. 

Another aspect of the control process was the DSS monitoring of 

the LDSS in Westchester County. 


State regulation 505.14(b) requires that the authorization for 

personal care services shall be based on a physician's order, a 

social assessment and a nursing assessment. The regulation 

indicates the authorization is to be completed prior to the 

initiation of services and provides that the authorization is 

effective for a maximum time period of six months. If services 

are to continue, they must be reauthorized every six months and 

the regulations indicate that the reauthorization process shall 

follow the same procedures as the initial authorization. 

Accordingly, an updated physician's order and nursing and social 

assessments must be obtained prior to the continuation of 

services for each and every 6-month period. 
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The State regulations further discuss each component of the 

authorization package as follows: 


- the physician's order should be based on the patient's 

current medical status as determined by a medical 

examination within 30 days of the request for services. 

Services must be based on medical need and supported by the 

recommendation of a physician. All physician's orders must 

include the recipient's primary diagnosis and the associated 

International Classification of Diseases (9th Revision) 

diagnosis code. A copy of the order should be forwarded to 

the LDSS and to the person responsible for the nursing 

assessment. 


- the nursing assessment should be performed by a registered 

nurse and should include a review and interpretation of the 

physician's order, an evaluation of the functions and tasks 

required by the patient, the development of a plan of care 

and recommendations for authorization of services. The 

nursing assessment should.be completed within five days of 

the original request; however, if the client is in immediate 

need of services, the initial authorization may be based 

solely on the physician's order and social assessment. In 

these cases, the nursing assessment must be completed within 

30 days and the recommendations must be incorporated into 

the plan of care. 


- the social assessment should be completed by the 

professional staff of the LDSS, normally the caseworker, and 

should include a discussion with the patient to determine 

perception of his/her circumstances and preferences. The 

social assessment should include an evaluation of the 

potential contribution of informal caregivers, such as 

family and friends, to the patient's care. It should be 

completed on a timely basis and be current. 


Federal regulations for personal care services are contained in 

42 CFR 440.170 (f) which state, in part, that the services must 

be prescribed by a physician and be supervised by a registered 

nurse. In electing to provide coverage for personal care 

services, New York State issued regulations that address and 

supplement the Federal requirements. Federal regulations 

indicate that personal care services must be "prescribed by a 

physician." Thus, the requirement for a physician's order in 

authorizing personal care services is found at both the Federal 

and State level. According to State regulations the nursing 

assessment should result in a plan of care; Federal regulations 

also call for a plan of care or treatment. 
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Although the State requirement for the physician's order and 

nursing assessment grew out of the Federal requirements, the 

State requirement for the social assessment does not appear to be 

specifically drawn from the Federal regulations related to 

personal care. Rather, according to State officials, the 

requirement for the social assessment as part of the 

authorization for personal care services grew out of the Federal 

Title XX homemaker case requirements. They explained that the 

requirements for the provision of homemaker services under Title 

XX keyed on the caseworker, one of whose major responsibilities 

was the assessment of the recipient's social situation and needs. 


In the following sections, we discuss problems noted with respect 

to the authorization package, physician's orders, LDSS prior 

approval, and DSS oversight. 


Authorization Package 


The authorization process is a fundamental system for ensuring 
quality of care. The initial authorization package is critical 
as it establishes the recipient's eligibility for personal care 
services as well as the immediate level of care needed. The 
reauthorization of services is also important to quality of care 
because it permits an evaluation of the services provided during 
the previous authorization period as well as a reassessment of 
the current needs of the patient. Since each component of the 
authorization process has its own distinct requirements, if one 
or more of the components is not completed, or not completed 
timely, the recipient may not receive the proper level or type of 
care. However, we found that authorization packages were not 
always complete and timely. 

Our review of initial authorizations and reauthorizations 

disclosed errors for 118 of 120 recipient cases. In total, we 

identified as errors the costs of 63,126 of the 97,162 services 

provided to the 120 recipients, or 65 percent. Of the 63,126 

services considered errors, 41,839 services were errors because 

of problems related to missing or untimely social assessments. 

The second largest error group pertained to late or missing 

physician's orders where the costs of 20,202 services were 

involved. We found the fewest problems in the area of nursing 

assessments where 1,085 services were errors because of missing 

or late nursing assessments. 


The following schedules summarize our results. A detailed 

explanation of our computation is included as APPENDIX II. 
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Results of Calculations for Initial Authorizations 


Error Related Medicaid Federal 
Cateaorv Cases3 Services Paid Share 

Physician's Orders 6 404 $ 55,970 $ 27,985 

Nursing Assessments 1 74 8,880 4,440 

Social Assessments 23 5,678 775,793 387,896 

Total 30 6,155 $840,643 $4_20,321. 

The above schedule documents those instances (remaining after 

billing errors were counted) when services were rendered before a 

required component of the authorization package had been 

received. Thus, for the 29 recipients with initial 

authorizations, there remained a total of 30 error cases having 

missing or late physician's orders, nursing assessments or social 

assessments. 


With respect to the reauthorization of services, State 

regulations require this process every six months and indicate 

that it shall follow the procedures outlined for the initial 

authorization. This means that prior to services continuing, an 

updated physician's order, nursing assessment, and social 

assessment must be obtained. In evaluating compliance with State 

requirements, we provided a 3-month grace period in the deadline 

for all three components of the reauthorization before computing 

an error amount. 


'The error case counts for the three categories is not 

mutually exclusive, since a case could have more than one type of 

error. However, once the related service cost was considered an 

error under one category and the related Medicaid and Federal 

amounts computed, it was not included in our calculations again. 
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The following schedule summarizes the results of our calculation& 

with respect to reauthorizations: 


Results of Calculations for Reauthorizations 


Category 

Error Related Medicaid Federal 

Cases4 Services Paid Share 


Physician's Orders 91 19,798 $2,520,750 $1,260,374 

Nursing Assessments 23 1,011 117,520 58,760 

Social Assessments J&l 36,161 4,722,664 2,361,331 

Total 56,970 $7,360.934 -80,465 

In summary, the reauthorization of personal care services was not 

generally based on a complete authorization package. As a 

result, recipients continued to receive services that may not 

have been necessary or appropriate in the circumstances. 


In our opinion, when services started prior to the receipt of the 

required input from each of the three professional disciplines, 

the services were unautiorired. Our statistical sample review of 

authorizations for 120 recipients disclosed, as an error amount, 

$4,100,786 of the $6,599,697 in FFP reviewed. Using stratified 

random sampling techniques, we estimate that payments totaling 

between $54,864,884 and $65,485,473 were inappropriately charged 

to the Federal Government. The midpoint of the precision range 

amounted to $60,175,179. The ranges shown have a 90 percent 

level of confidence with a sampling precision as a percentage of 

the midpoint of 8.82. 


Although the services were unauthorized, we recognize that, in 

most cases, services were rendered to Medicaid recipients by 

providers and the State has paid these providers. Further, in 

many cases, authorizations were eventually processed although 

they were untimely. Given this, we are not recommending 

disallowance of costs claimed for reimbursement. Rather, we are 

recommending a number of procedural improvements to preclude 

recurrence of the control weaknesses found. 


4See previous footnote. 
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Physician's orders 


Our review disclosed significant weaknesses in the completion of 

orders by physicians. We found several examples where physicians 

completed the orders despite the fact they had not seen the 

recipients in years. Further, information obtained from the 

Medicaid and Medicare paid history files raised additional 

concerns as to whether physicians were completing the orders 

based on knowledge of the recipient's current medical status. 

These findings represent a significant breakdown in a fundamental 

internal control process with potentially serious quality of care 

and utilization implications for the personal care program. 


Our detailed review of selected physician's orders in our sample 

also disclosed instances of incomplete information on the 

physician's orders as well as orders which apparently did not 

support the need for personal care services. Despite these 

shortcomings, the physician's orders were accepted by the LDSS. 

Collectively, the observed problems raise questions about the 

adequacy and reliability of the physician's orders as well as the 

adequacy of the review performed by LDSS personnel of these 

critical authorization documents. 


Our concerns about whether the physician's orders were being 

completed based on the patient's current medical condition were 

heightened when our analysis revealed six separate cases, within 

our sample, where the signing physician noted on a physician's 

order that he/she had not seen the recipient in some time; 

specifically, the time periods ranged from 18 months to 3 years. 

Nevertheless, in four of the six cases the doctor still signed 

the subject order. In addition,.when we reviewed other-orders 

prepared for these six recipients for the time period mentioned 

above, we found that in five of the cases, the same physician had 

completed and signed a previous order despite the fact that it 

appears no examination was performed. 


In five of the six cases, we saw no evidence the caseworker or 

supervisor took any action to either contact the signing 

physician or another physician to document the need for 

continuation of services. Instead, the documents containing the 

physicians' notations were merely accepted as fulfilling the 

requirement for a physician's order. In addition, in two of the r 

six cases Westchester County sent the subsequent order to the 

same physician. In our opinion, these physician's orders should 

have been rejected and no prior approvals of services should have 

been based on them. The fact that neither the caseworkers nor 

their supervisors challenged the validity of the orders indicates 

that an adequate review of these documents was not made. 
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Based on the review of six cases discussed above, we expanded our-

audit efforts to determine if we could obtain information from 

the MMIS which would enable us to ascertain whether the 

physician(s) completing the physician's order(s), for all 120 

cases, had billed Medicaid for services to the client and whether 

the service dates were 30 days prior to the signed physician's 

order(s). In our opinion, a physician's order which was signed 

based on an examination more than 30 days prior to it would not 

reflect the recipient's curretimedical condition and, of course, 

any examination subsequent to the date of an order would not have 

been of any use to the physician in signing that order. 


In accomplishing the above objectives, we first obtained each 

recipient's practitioner and clinic Medicaid claims histories 

from the MMIS. In reviewing these histories, we compared not 

only the physician's name but also the physician's address with 

that on each physician's order. We also determined if the 

signing physician was a Medicaid provider. If we did not find 

any visit to the physician by the recipient on the Medicaid 

claims history, we obtained additional recipient data and 

conducted another computer match to the Medicare Part B paid 

history files. 


We had.previously indicated there were 29 recipients whose 

services started during our audit period. In our review of both 

the Medicaid and Medicare information for initial authorizations, 

we could not make a determination in 4 of the 29 cases. We could 

find evidence of current visits by the recipient to the physician 

signing the order in only 7 of the 25 cases for which we could 

make determinations. Based on the results noted, it is our 

opinion that our audit tests raise very serious questions about 

the reliance which can be placed on initial physician's orders in 

terms of the State's requirement that the order be based on the 

recipient's current medical status as determined by a medical 

examination within 30 days of the request for service. 


With respect to reauthorizing physician orders, our tests showed 

that 16 recipients had no services listed on the paid history 

files of the Medicaid or Medicare programs from the physician(s) 

who had signed their order(s). As these 16 recipients had 

Medicare and Medicaid coverage, we believe it is reasonable to 

expect to find evidence of services to the recipients by the 

signing physician(s). Even where visits were found on either the 

Medicare or Medicaid histories, 38 recipients had a service visit 

within 30 days prior to the signing of just some of their orders 

and for only 4 of the 38 recipients were all orders signed based 
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on a visit to the signing physician within 30 days prior to the .-

completion of the form. 


In order to be based on current medical knowledge, the 

examination by the physician should, in our opinion, be made 

within 30 days prior to the signing of the order. Without a 

current medical examination, the completion of the physician's 

order becomes merely a paper exercise which defeats the entire 

purpose of the authorization control process. 


In addition to finding physician's orders which contained notes 

indicating the physician had not seen the recipient in some time, 

we also found eight cases where it appeared the physician was 

completing the order by merely repeating the information from 

previous orders. We also observed that some of the physician's 

orders in these eight cases were incomplete in that pertinent 

data was missing. For example: 


For case 80, we found physician's orders dated December 27, 

1987, June 26, 1989, and July 24, 1990. None of the three 

orders contained a diagnosis, suggested medications, or 

treatments. Each stated "Renew all Previous orderso or 

o°Continue all Previous ordersoo. We checked the recipient's 

Medicaid and Medicare paid history files and found no 

evidence that services were rendered or billed by the 

signing physician. 


Further, we performed additional detailed work on 18 selected 

cases. Our analytical review disclosed 13 cases where there were 

various deficiencies in the physician's orders. Specifically, 

the primary diagnosis, diagnosis code, or specific recommendation 

for personal care services was missing. We also noted 4 cases 

where the diagnoses listed on the physician's order were 

different from or did not include all those on the nursing 

assessments. For example, in case 93, a nursing assessment 

indicated the recipient had a stroke in August 1990 but the 

subsequent physician's order dated November 8, 1990 did not 

include this incident. Also, in reviewing nursing assessments, 

we noted 7 cases where the name of the doctor on the assessment 

was different from the doctor signing the physician's order. We 

believe these types of discrepancies should be noted and resolved 

by the staff of the LDSS to ensure that the signing physician is 

the physician currently caring for the recipient. 


These omissions and deficiencies point out that caseworkers and 

their supervisors should have been more careful in reviewing and 

approving the fundamental authorization documents to ensure that 

quality of care questions were identified and resolved. In order 
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for the authorization to be valid, the documents should be 

complete and consistent. 


We believe our audit work on physician's orders highlights 

conditions with serious quality of care ramifications as well as 

utilization and program cost concerns. Our work disclosed 

specific examples where physicians authorized services without 

current knowledge of the patient's condition or needs. In 

addition, our analysis of the information from the computer 

matches to the Medicaid and Medicare paid history files raises 

additional concerns as to whether physicians were signing orders 

based upon current medical knowledge of the patient. Under the 

State's system of internal controls, the doctor's input is 

extremely critical because he/she has the medical expertise and, 

through a patient examination, has the ability to assess whether 

personal care is appropriate and beneficial. The State needs to 

significantly strengthen controls to ensure that physician's 

orders are completed based upon knowledge obtained via a current 

medical examination. 


Prior Approval by LDSS 


Under the control system, prior approval numbers are only to be 

issued and entered into the State's computer system after the 

services had been authorized by all three professional 

disciplines. The caseworker is responsible for preparing a data 

entry form which contains a prestamped prior approval number. 


The supervisor is charged with the responsibility for reviewing 

the complete authorization package and ensuring that the three 

required components have been obtained and are adequate. Only 

when this critical independent verification step had been 

completed is the supervisor authorized to sign the prior approval 

form. 


The importance of the supervisor's review and approval is 

contained within Proqram Guide Transmittal Memorandum No. 507, 

which Westchester County issued with an effective date of May 1, 

1981. The transmittal states that: 


"No 6-month authorizations are to be approved by 

supervisors without comoleted forms 81050 rphvsician's 

orderl, ... scored Nursinq Assessment, and Social 

Assessment. If the Dhvsician does not Drovide a timely 

form #1050, the client or his/her familv should be 

informed that personal care services cannot be provided 

without a Dhvsician's order." 
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The prior approval is the mechanism for another critical internal 

control over the personal care program. Personal care services 

are billed by providers through the State's MMIS. The MMIS is a 

computer-based claims processing system. The State has 

instituted a billing control which requires providers to obtain a 

prior approval number for each recipient before services are 

rendered and billed. The State provides prenumbered prior 

approval forms to the LDSS. In Westchester County, the prior 

approval forms are completed by the caseworker and must be signed 

by the caseworker's supervisor. Once approved, the form is then 

sent to the Prior Approval Unit, within the Office of Medical 

Services, which has the responsibility for entering the prior 

approval information into the MMIS. The MMIS will not accept any 

claim for the costs of services without a prior approval number. 


Our analysis indicated that caseworkers were routinely preparing 

prior approval forms and submitting them for input into the MMIS 

without any assurance the required three components of the 

authorization package had been obtained and were adequate. In 

addition, we concluded that the caseworkers' supervisors were 

signing the prior approval forms without verifying the 

authorization package was complete. Further, in discussing the 

problem with one LDSS supervisor, we were made aware of another 

lapse in internal controls. We were advised that she limited her 

review of prior approval forms to those prepared by new and 

inexperienced caseworkers. Experienced caseworkers were allowed 

to write her name on the prior approval form even though she had 

not reviewed the completeness or adequacy of the authorizing 

documents. The reason given was that supervisors do not have 

sufficient time to review and sign all prior approval forms. 

Other LDSS officials also indicated that supervisors look at 

selected case files but do not check every case. 


The above information directly contradicts the internal control 

requirements found in Westchester County's program guide which we 

highlighted previously. This situation represents a serious 

breakdown of controls because there is no longer a separation of 

duties or independent validation process. 


This condition raises the potential for fraud at the caseworker 

level. Since the caseworker has the ability to enter a prior 

approval number into the MMIS without the existence of a complete 

authorization package, it is possible that a caseworker, in 

collusion with a provider, could approve services for a recipient 

who was not eligible for and, perhaps, was not even receiving 

personal care services. 
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DSS Oversight 


Our findings with respect to the authorization and prior approval 

process also highlight the absence of effective oversight by DSS. 

The State agency is responsible for monitoring each local 

district's personal care operations to ensure the programs 

operate effectively and in compliance with State laws and 

regulations. The responsibility includes visiting local 

districts to provide technical assistance related to program 

operations and to examine recipient case documentation to ensure 

compliance with regulations. 


The New York State OSC found that DSS monitoring activities were 

not effective. The OSC report indicated the visits by program 

personnel were not adequately planned, they did not occur 

frequently enough, and a sufficient number of cases were not 

tested. The report noted that although Westchester County had 

nearly 2,800 personal care recipients, the number of cases tested 

fell from 28 in 1985, to 16 in 1986, to 3 in 1988 despite the 

fact that similar documentation deficiencies were found in each 

of the years (the deficiencies noted included missing physician's 

orders). We requested copies of the 1989 and 1990 monitoring 

visit reports from DSS. Agency officials informed us that no 

monitoring visit was made in 1989. In 1990, program personnel 

limited their review to a sample of 44 24-hour continuous care 

cases, but individual case record documentation was not recorded 

during this effort. Further, DSS officials informed us that 

during 1991 and 1992, visits to the County involved the provision 

of technical assistance rather than the formal review of case 

records. However, in 1992, 10 case records were reviewed on an 

informal basis and it was noted there continued to be a-problem 

with the timeliness of reauthorizing physician's orders. The 

lack of monitoring visits coupled with very limited testing 

indicates a control weakness by the State in terms of ensuring 

that the program is operating effectively and in compliance with 

regulations. 


Conclusions and Recommendations 


In summary, our audit clearly documented that internal controls 

with respect to the authorization package, completion of the 

physician's orders, and the issuance of prior approvals had been 

significantly and substantially by-passed. We also determined 

that the monitoring efforts by DSS needed improvement. The State 

and Westchester County need to take immediate action to ensure 

adherence to control procedures. 


28 




In implementing our recommendations, we believe that New York .-

State should first reassess whether any changes are needed in the 

level of control procedures as the degree of noncompliance 

documented by our audit was so high. For example, the current 

regulations in Westchester County require reassessment of 

services every six months. It is our understanding that the 

State has extended the reauthorization period to once a year in 

New York City for most cases. Lengthening the reauthorization 

period in Westchester County for some or all cases should reduce 

the paperwork level while still maintaining the integrity of the 

program. Program officials might have other suggestions to 

improve the effectiveness of the control procedures. 


In addition, we recommend that New York State: 


1. 


2. 


3. 


4. 


Direct LDSS senior management to implement controls to 

ensure their staff review the physician's order and the 

indicated date of the last medical examination to confirm it 

occurred within the previous 30 days, thus verifying the 

recommendation for services is based on current knowledge of 

the patient's condition. 


Direct senior management to take steps to ensure their staff 

are adequately reviewing the physician's orders to verify 

they are completed properly and are consistent with other 

information available in the LDSS files. Guidance should be 

issued as to specific actions required when data is missing 

or the orders are not properly completed. 


Direct Westchester County LDSS senior management to 

emphasize the importance of.adherence to pertinent. 

regulations and internal control systems to ensure that: 


a. 	 Complete authorization packages are obtained by. 

caseworkers before prior approvals become 

effective. 


b. 	 Supervisors fulfill their responsibilities to 

review the authorization package, assure it is 

complete, and sign the prior approval form. 

Supervisors should not allow the caseworkers to 

sign the supervisors' name to the prior approval _ 

form. 


Increase the frequency and scope of its monitoring,.. 

oversight and testing of the Westchester County LDSS to 

ensure that program staff comply with the personal care 

regulations and internai.control systems. 
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STATE AGENCY CONIMENTB 

In response to our recommendation that the State direct LDSS 

senior management to implement controls which would verify the 

physician's signing of the order for services is based on current 

medical knowledge, the State indicated it had reminded 

Westchester County of the importance of timely and adequate 

physician's orders. According to the State, the County has 

reorganized its personal care services administration and its 

recent monitoring efforts have shown the timeliness of case 

record documentation is greatly improved. 


The State agreed with the recommendation that it direct LDSS 

senior management to take steps to ensure their staff are 

adequately reviewing physician's orders to verify they are 

completed properly and are consistent with other information 

available in the LDSS files. The State indicated it would advise 

Westchester County to take the necessary steps to implement the 

recommendation. It also will send a Local Commissioners 

Memorandum to all social services districts to reinforce the 

recommendation. 


Concerning our recommendation dealing with the importance of 

adherence to pertinent regulations and internal control systems, 

the State responded that the Westchester County LDSS has improved 

the administration of the authorization process since the audit 

review period. For instance, the caseworker and nurse now make a 

joint visit, when possible, and the timeliness of documentation 

has improved. In addition, the State indicated the County has 

reorganized its personal care services administration, instituted 

a computer tracking system, and requires supervisory review on 20 

percent of its personal care cases. Further, the State will 

request that Westchester County increase its supervisory review 

of the authorization document package prior to writing the prior 

approval. 


Finally, the State responded to our recommendation to increase 

the frequency and scope of its monitoring of the Westchester 

County LDSS by indicating that both it and the County have 

increased monitoring activities and plan to further enhance these 

efforts in 1994. 


OIG RESPONSE 


We are pleased to note that NYS was in basic agreement with the 

four recommendations we made in the authorization of personal 

care services section of the report. The response indicates that 

Westchester County has reorganized the administration of the 
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personal care services program and this has apparently resulted 

in an improvement in the timeliness of case record documentation. 

The State has also stressed to the County the importance of 

timely and complete physician's orders and will advise the County 

to take steps to ensure that a proper review of physician's 

orders is made. The State also plans to issue a local 

commissioners memorandum to all social service districts to 

reinforce this recommendation. 


With respect to our third recommendation, we note that 

Westchester County, in its comments to the State, did not include 

or make reference to documentation of its new policies and 

procedures, such as procedure manuals or policy issuances. All 

that was provided was a brief reorganization plan and a 

description contained in a 1993 NACo (National Association of 

Counties) Achievement Award Program Summary. We believe it is 

important, from an internal control standpoint, that the policies 

and procedures related to Westchester County's authorization 

process be reduced to writing. In this connection, when we met 

with Westchester County officials in June 1992, they discussed 

their improved procedures with us. At that time, we requested 

they send us copies of the written documentation supporting the 

new process. Although we received a copy of procedures related 

to the implementation of the joint case assessment, we did not 

receive anything new with respect to procedures which assure that 

services are not initially authorized without physician's orders. 

All that was sent in that regard was the May 1, 1981 Proaram 

Guide Transmittal No. 507 (which we already had) discussed above. 


Also, with regard to complete authorization packages, the State's 

recent monitoring effort did indicate an improvement in-the 

timeliness of social assessments. It also revealed that 20 

percent of the case files reviewed did not contain a current 

physician's order and that most, but not all, of the case files 

contained documentation that a physician's order had been 

requested. Although the percent of cases not containing timely 

physician's orders is lower than that noted in our review, the 

error rate is still significant, in our opinion. (It should be 

noted that the State's monitoring report did not specifically 

indicate if any of the cases without a current physician's order 

were for recipients whose services were just being initiated.) 

Further, in its comments, Westchester County states it does 

reauthorize services without physician's orders, based on 

information contained in the nursing and social assessments. We 

are concerned that Westchester County has decided to reauthorize 

services in cases where not all the provisions of the State 

regulations have been met. The State needs to review this 
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situation with county officials and work with them in developing'. 

appropriate controls. 


On the subject of prior approvals and supervisory review of 

cases, the State indicated that improvements have been made in 

obtaining necessary input because caseworkers and nurses are 

making joint visits and a computer tracking system has been 

instituted. Apparently as a result, supervisors are now only 

required to review 20 percent of the cases. The State further 

indicated that it will request Westchester County to increase its 

supervisory review of the authorization document package prior to 

writing the prior approval. In our opinion, an 80 percent 

reduction (from 100 to 20 percent) in required supervisory 

reviews appears unreasonable. We believe the State should review 

information on error rates, corrective action taken and based on 

this data work with Westchester County in setting realistic 

levels of supervisory review. A gradual reduction in the level 

of supervisory review may be warranted as error rates decrease. 

As we previously stated, supervisory reviews are critical to 

ensure that required authorizations have been obtained and to 

preclude clerks from issuing prior approval numbers before 

services were properly authorized via a complete authorization 

package. 


Additibnally, relative to our recommendation that New York 

increase the frequency and scope of its monitoring of Westchester 

County, the-state provided a copy of the report on the latest 

monitoring visit as part of its comments. We did note that 30 

cases had been reviewed, which represents.an increase over the 

number reviewed in recent past years. However, we also noted the 

30 cases reviewed represented only a little more than one percent 

of the 2,347 total cases in the County and there was no 

indication in the report as to how the cases were selected for 

review, i.e., statistically, judgementally, etc. Also, the 

report's recommendation for monitoring frequency was for yearly 

visits. Given the findings noted during our review and the fact 

that Westchester County has been and is in the process of 

implementing new procedures and a computer tracking system, we 

believe yearly monitoring visits by State officials may not be 

frequent enough. 


Overall, we encourage the State to increase its interaction with 

and monitoring of Westchester County until all of our report 

recommendations have been fully implemented. 
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As part of our audit of personal care services in Westchester 

County, we reviewed the personnel file of the '"primarytoaide for 

each recipient to determine if the aide had completed all 

required training while servicing the recipient. Generally, the 

primary aide was the aide who provided the majority of the 

services to the recipient during the review period. This part of 

the review was completed for informational purposes only and did 

not result in the disallowance of any service costs. 


According to Section 505.14(e) of Title 18 of the New York State 

Code of Rules and Regulations, each person performing personal 

care services shall be required as condition of initial or 

continued participation to participate successfully in a training 

program approved by the State DSS. An approved training program 

shall include basic training, periodic and continuing in-service 

training, and on-the-job instruction and supervision. Basic 

training shall total 40 hours in length and be directed by a 

registered professional nurse or social worker. In-service 

training shall be provided, at a minimum, for three hours semi-

annually to develop specialized skills or knowledge not included 

in basic training or expand skills included in basic training. 

On-the-job training shall be provided, as needed, to instruct the 

aide in a specific skill or technique, or to assist the person in 

resolving problems in individual case situations. 


As noted, we reviewed the primary aide's file at each provider 

who had serviced the recipient. Since many of the recipients in 

our sample were serviced, at times, by more than one provider, we 

actually reviewed a total of 220 aide files related to the 120 

recipients. 


We found that for 15 of the 220 aides, the provider could not 

locate the aide file. For one case we did not find the basic 40 

hour training certificate. Finally, we noted that 75 of the 

aides' files were missing evidence of at least one semi-annual 

in-service training document. As with the billing difficulties, 

we notified the providers in writing when a document was not 

found; thus, we gave the provider every opportunity to locate 

these documents. However, with respect to the 75 cases, it 

should also be noted that in certain instances the providers 

claimed that the aide had not worked the entire year and had left 

the agency (provider) before semi-annual training was given. 


Based on our limited review, we believe this is another area 

which requires increased monitoring by the State. When periodic 

audits of providers are conducted, we believe the audit scope 

should include coverage of the adequacy of the training provided 

to aides. 
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DOCUMENTATIO# AND BILLING ERROR CATEGORIEB 


Missina Time Sheets 


This occurred when the provider could not furnish us with a 

time sheet to support anv of the hours billed for one 

service date. Ample time was afforded all providers to 

locate missing time sheets. Without documented time sheets, 

there was no assurance that services were provided to the 

recipient. We noted this error in 45 of the 120 recipient 

cases in the sample. 


The provider with the largest errors was recently convicted 

of Medicaid fraud in a related home health care program. In 

addition, the provider was suspended from the personal care 

program in 1991. A detailed close-out audit of this 

provider should be performed by the State. 


Time Sheets Do Not Sunport Billinq 


This occurred when a time sheet was provided to support 

some, but not &J, of the hours billed for one service date. 

Accordingly, the providers were unable to substantiate a 

portion of the time billed to the Medicaid program. Fifty-

one of 120 cases had evidence of this condition. 


Double-Billinq 


This occurred when two providers billed for more than 24 

hours of service on one date for one client. Essentially, 

this indicates that there was more than one aide servicing a 

client at one time. According to State officials, such a 

situation should not normally occur, except in very limited 

and authorized situations. The nine cases in which we noted 

this error had no such authorization in the files. We noted 

that for two of these nine cases, two different providers 

billed the "live-in" rate for the same date. For the other 

seven cases, two providers billed some combination of hours 

that exceeded 24 for one date for one client. 


One Aide Worked Entire 24 Hours 


This occurred on continuous 24-hour cases when only one 

aide worked the entire 24 hours. For such cases, State 

regulations require that at least two aides cover the 24-

hour period; this is to assure the recipient receives the 

proper level of service, namely, uninterrupted service. The 

difference in the level of service provided is also 
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reflected by the fact that for 24-hour continuous care 

cases, providers are authorized to bill using an hourly rate 

rather than a daily rate for "live-inl' (one aide - 24 hours) 

cases; this results in a much higher rate of reimbursement 

for the 24-hour period. For the 21 cases in this error 

category, the providers improperly used one aide for the 24 

hour period and incorrectly billed using the hourly rate 

when they should have been billing the V1live-in@lrate. 


No Services Rendered 


This occurred when there was evidence that services were not 

rendered to the client for a date billed or for part of a 

date billed. We noted this in 16 of the 120 cases reviewed. 

In 9 of the 16 cases there was a discrepancy between the 

billing and the case notes maintained by the provider or by 

the LDSS. In 3 cases the provider billed when the aide was 

off duty due to a paid holiday or sick day. In 2 cases the 

recipient was hospitalized. Also, in 1 case the aide listed 

no activity for two dates of service yet the provider 

billed. Finally, in 1 case the public health nurse noted 

during her supervisory review visit to the recipient's home 

that the aide had not been present, yet we found a time 

sheet prepared listing the aide as having worked during 

those same hours. 


Altered Time Sheet 


This occurred when a provider had submitted a time sheet, 

subsequent to our site visit, which showed evidence of 

alteration when compared with the copy made by us during the 

visit. We made copies of selected time sheets during our 

visits when we noted that some service hours billed were 

missing supporting documentation. When we compared the two 

time sheets, we concluded that the second time sheet had 

been altered. We noted this problem in 4 of the 120 

recipient cases and 2 providers accounted for these 4 cases. 


No Records Found 


This occurred when a provider indicated that it did not have 

or had lost a group of records, specifically time sheets. 

According to New York State Department of Social Services 

regulations, Section 540.7(a)(8), records necessary to fully 

disclose the extent of care, services and supplies provided 

to individuals under the State Medicaid program will be kept 

for a period of not less than six years from the date of 

payment. This condition was found in 8 cases and involved 3 
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of the 38 providers in our sample. For 2 of the providers, 

the problem occurred as the result of a transfer of provider 

ownership. 


Other 


This category includes two recipient case errors that were 

not classifiable under one of the previously discussed 

categories. In one case, we found personal care services 

were provided to a recipient by her dauahter; reimbursement 

for services provided by a relative living in the same home 

is specifically prohibited by both State and Federal 

regulations. The other case involved a provider billing two 

different personal care rate codes for one recipient on the 

same day for the same period of service. The provider in 

this case agreed that one of the billings was in error. 
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CALCULATIO# OF AUTEORIZATIO~ ERROR8 


To compute the costs related to the authorization problems noted, 

we considered errors related to initial authorizations first and 

then errors related to reauthorizations next. If our review 

disclosed that services were rendered without a complete 

authorization package in place, we considered the services to be 

unauthorized and calculated the costs, net of billing error 

amounts, related to them. Since we could only include the cost 

of a service date once in our calculations, we established the 

following order of precedence: 


- services rendered prior to an initial physician's order 

- services rendered prior to an initial nursing assessment 

- services rendered prior to an initial social assessment 

- services rendered prior to reauthorizing physician's 


orders 

- services rendered prior to reauthorizing nursing 


assessments 

- services rendered prior to reauthorizing social 


assessments 


In computing the costs of authorization errors based on untimely 

initial authorizations, we granted the maximum 30-day grace 

period allowed by State regulations for nursing assessments in 

emergency situations. We did not allow any grace period for the 

initial physician's order or social assessment because State 

regulations clearly indicated that these documents had to be in 

place before services were rendered. 


For the 29 cases where services began in our audit period, the 

authorization error amounts were calculated from the first 

service date billed to the date the order and assessments were 

signed. As noted above, we prioritized the determination of 

errors by considering missing or late physician's orders first, 

then nursing assessments and finally social assessments. For 

example, for case number 8, services began on March 13, 1989. 

However, a physician's order was not signed until August 4, 1989. 

Thus, the costs of all services from March 13 to August 3, 1989 

were considered errors for the lack of a physician's order. The 

initial nursing assessment was also late but it was within the 

30-day emergency grace period so no additional error amount was 

computed. With respect to the initial social assessment, it was 

dated September 5, 1990. Therefore, we could have included in 

the error amount the costs of all services starting with March 

13, 1989. However, since we had previously included the costs 

for the period March 13 to August 3, 1989 under the physician's 
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order category we computed, as an additional error amount, only 

the costs for the period August 4, 1989 to September 4, 1990. 


In evaluating compliance with State requirements, we provided a 

3-month grace period in the deadline for all three components of 

the reauthorization before computing an error amount. For 

example, if an order or assessment was dated January 1, we would 

start counting service dates as errors only if the next order or 

assessment was dated subsequent to September 30, not June 30. It 

should be noted that the grace period was applied individually to 

all three components of the reauthorization package. Thus, if 

the physician's order and nursing assessment were prepared within 

the g-month time frame but the social assessment was 2 months 

late (or 11 months from the previous assessment), the costs of 

all services within that a-month period were treated as errors 

based upon the late social assessment. Also, error amounts were 

calculated, as appropriate, for the costs of services related to 

missing case files or portions of case files. For example, the 

four case files provided by an alternate source did not contain 

social assessments. Thus, the costs of any services not 

considered errors for problems related to the physician's orders 

and nursing assessments were included in the error amounts 

related to the lack of social assessments. 
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of Personal Care Services in 


Westchester County Under the 


WYS MA Program A-02-91-01055 


(93-035) 


Dear Mr. Tournour: 


td* 

The following is our response to the recommendations in your report on $ z 


Personal Care Services in Westchester County covering the period January 1, (0M 


1988 to December 31, 1990. We also shared the report with the Westchester e 3 


County Department of Social Services and are enclosing their comments. 

g:: 


Recommendation: With resvect to the $862,573 (Federal Share - $431,286) of +,F 


sample oawents actually found to contairi billins errors, immediately notify WI-I 


the providers of the errors, obtain a refund of these pavments and credit 


the Federal Government. -_ 


Resoonse: We will follow up on the report's findings and recoup, where 


possible, the potential overpayments. It is important to point out that 50 


per cent of the identified billing errors were attributed to Kelly Kare 


Inc. That provider was previously audited by the Department and as a result 


of our review we referred Kelly Kare Inc. to the State's Attorney General 


(AG) for further investigation. Subsequently, the operators of Kelly Kare 

Inc. were found guilty of submitting fraudulent billings of more than $1.1 

million during the period April 1987 and October 1990. Kelly Care was 

terminated from the Medicaid Program on October 27, 1993, and is no longer _ 

in business. 


Recommendation: With respect to the statisticallv estimated ranue of error 


amounts, iointlv develop with HCFA, a cost effective plan to identifv the 


erroneous pavments made to each provider and. after such identification, 


institute appropriate recover action. 


Response: The results of our efforts to recover the sampled overpayments 

will determine what additional steps, if any, need to be done in this area. 

Since the provider with the largest billing errors is no longer in the 

Medicaid Program, we would question the accuracy of the projection of the 


amount of potential overpayments to be recovered. 


AN EQUAL OPPORTUNITY/AFFIRMATIVE ACTION EMPLOYER 



-2-


Recommendation: Establish specific and detailed reoulations with respect to 

the documentation of services at the orovider level. This would include th'e-­

develooment of a uniform time sheet for use bv oersonal care oroviders. me 

recrulations should incorporate the uuidance contained in the HCFA Medical 

Assistance Xanual concernins the aide makins dailv notes on the tasks 

performed, the natient's condition, and the hours worked. There should also 

be a recruirement for time sheet sisnatures bv both the aide and the 

recinient or a reoresentative and documentation on the time sheet of the 

reason for lack of a recipient siqnature. 

Resvonse: We believe our current policy is adequate regarding the required 

use of time sheets. The Personal Care Services regulations and contracts 

specify that time records must be maintained. To ensure providers are aware 

of the requirements, we will include in a future edition of the Medicaid 

Provider Update an article that addresses the specific information that 

should be included on the time card. Although we do not believe it is 

necessary to create a Statewide uniform time sheet, we are investigating a 

means of automating time cards, such as the electronic submission of time 

information currently being tested as an Innovative Demonstration Project in 


Rockland County. 


With regard to the daily notes which should be maintained by aides, the time 


card is not the appropriate document to be used for such notes, because this 

information is considered confidential medical information. The aide 

activity sheets should be used for such purposes. 


Recommendation: Issue ouidance to Droviders on the importance of accurate 

and comolete time sheets and the imnortance of record retention. Providers 

should be specifically advised that time sheets are to be used as the basic 

source documents to venerate billinqs to the Medicaid Prosram. 


Response: A Medicaid Provider Update article will be developed to 

emphasize the importance of accurate.and complete time records. 


Recommendation: Develop and issue quidance or requlations coverinq the 

number of consecutive hours that aides can work on oersonal care cases and 

more stronqlv enforce existinq requlations concernins 24-hour continuous 

care cases. 


Response: The number of hours that aides can work is covered by State and 

Federal Labor Laws and is not a function of this Department. However, we 

will emphasize in a Medicaid Provider Update article the need to be familiar 

with the Labor Laws and we will issue a Local Commissioners Memorandum to 

remind local districts to review the number of hours worked by personal care 


services aides. 


Recommendation: Conduct more frequent audits of individual providers with 

emphasis on service documentation and billinq. 


Response: Westchester County Department of Social Services has in the past 


few years increased the auditing of provider agencies' records. The Agency 

has reported improvement in Provider recordkeeping and has received 

Innovative Home Care grant money for increased auditing of providers, 

training and employment records. 
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Recommendation: Direct LDSS senior manauement to implement control-z to 

ensure their staff review the physician's order and the indicated date of* 

the last medical examination to confirm it occurred within the previous 30 

davs, thus verifvinq the recommendation for services is based on current 

knowledse of the patient's condition. 

Response: We have reminded Westchester County of the importance of timely 


and adequate physician's orders. The County has reorganized their personal 


care services administration and our recent monitoring efforts (see attached 


report) have shown that the timeliness of case record documentation is 


greatly improved. 


Recommendation: Direct senior manaqement to take steps to ensure their 


staff are adequately reviewinq the phvsician's orders to verifv they are 

ComDleted properly and are consistent with other information available in 


the LDSS files. Guidance should be issued as to specific actions required 


when data is missinq or the orders are'not properly completed. 


Response: We agree, and will advise Westchester County to take the 


necessary steps to implement the recommendation. A Local- Commissioners 

Memorandum will also be sent to all social services districts to reinforce 

this recommendation. 


Recommendation: Direct Westchester Countv LDSS senior manaqement to 

emphasize the importance of adherence to pertinent requlations and internal 


control svstems to ensure that: 


a. Complete authorization packaqes are obtained by caseworkers before
-

prior approvals become effective. 


b. 	 Supervisors fulfill their responsibilities to review the 

authorization packaqe, assure it is complete, and sign the prior 

approval form. Superviso.rs should not allow the caseworkers to 

siqn the supervisors' name to the prior approval form. 


Response: Westchester County DSS has improved the administration of the 

authorization process since the audit review period. For instance, the 

caseworker and nurse now make a joint visit, when possible, and the 


timeliness of documentation has improved. In addition, the County 

reorganized its personal care services administration, instituted a computer 

tracking system, and requires supervisory review on 20% of its personal care 

case0. 


We will request that Westchester County increase its supervisory review of 

the authorization document package prior to writing the prior approval. 


Recommendation: Increase the frequency and scope of its monitorinq, 

oversiqht and testinq of the Westchester Countv LDSS to ensure that proqram 


staff comply with the personal care requlations and internal control 

svstems. 
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Resxnxser As indicated previously, both the Department and Westchester -


County have increased the monitoring activities and plan to further enhance 

these efforts in 1994. 


Thank you for sharing your report with us. 


Sincerely, 


n 


Nelson M. Weinstock 

Deputy Commissioner 


Division of Management Support 

t Quality Improvement 


Attachments 
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January 24, 1 

. Us. Marcia An .erson 
Eedical Assis ante Specialist 11 
Bureau of Lon : Term Care 
Division of Jl !alth and Doug Term Care 
40 North Pear Street 
Albany, N.P. 2243 

Dear Us. Ande ‘SOP: 

I sip writing .n response to your request for cements to the Health and Humu 
Services/Off i !e of Inspector General Report on Personal Care Services in 
Westchester C mtp . As you knov, this report covers the Years 1988 through 1990 
and does not beflect our Current adrinistration of the Personal Care Program. 

The Departatn : of Health and Hman lervices draft report of the Personal Care 2% program recoa tends that NewYork State conduct more frequent audits of individual Q w 
providers wit Lemphasis on service documentation and billing. 

It fails to s Lke any mention of the annual audits perfomd by Westcheater County. o E 
The scope of aese audits is attached and covers the folloving: M 

l-i 

billing 	 surplus income Ed4 

hours worked less than Prior Approval 
tine sheet- consistent with billing 

training 	 job orientation 
tvo references 
ineligible for vork 
annaal health evaluation 
annual performance evaluation 
in-service training 

patient care plan 
information 	 activity notes 

supervisory visits 
home checks 
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Ms. Anderson January 24, 1994 

Our auditor i completing his reports of 1992 but preliminary findings on two .,__
hundred cases reveal the folloving deficiencies: 

ours less than’ Timesheet Job . TlfO Annual Health 
1 

I 
surplus

Overbilled Prior Approval Orientation References Assessment 

I $47,850 3 cases 1 1 7 I a 

Annual 
Bvaluation 

/ 1 9 
I 

1 
I 

26 
I 

19 7 

The surplus i nding vas a result of one agency’s inability to program thqir billing 
system to no1 claim for surpluspayment. Their repayment of $41,967 has already 
occarred and he billing systm problem has been corrected. Therm are no major.findings nqj w billing proHerr;, other than surplus, for any of the initial 
nioe (9) aqm ies, 

Yestchester f unty’s Auditing Prcgraa of our Personal Care Providers has proven 
very effectil in ensuring contract compliance and is achievFng the desired billing 
compliance. 

In addition, t should be noted that approximately fifty percent of the billing 
errors were 1 one vendor, Kelly Kare. In 1990, Kelly lCare vas terminated as a 
provider by 1 stchester County. Its owner was prosecuted for Medicaid fraud and is 
currently se: ing a three to nine year prison term. 

With respect .o this audit and its findings regarding our assessment and 
authorization process, they in no vay reflect our current operation. Yestchester 
County had dl -errPined in 1987 that the operation of our Personal Care Program was 
inadequate tc met the requirements of the program and to effectively manage 
Hedicaid Roac Care services. The major changes were twofold: 

1. he program .vas centralized during 1987-88. 
3. he program vas restructured, as of 1991, to that it is adaiuistered 

ointly with the Department of Health. 

These change: have resulted in a very efficient and effective Personal Care Program 
which has m ived national recognition as a model. I have attached copies of our 
reorganizatic . plan and the task assessment process (vhich received a 1993 National 
Association I Counties Acievewent Award.) * 

* 	 OIG NC e - Referenced Attachments have not been included in 
APPENDIX III 
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our successful managementof these progrms is that Personal Care 
re $75.6 million in 1991 and are estimated, bused on 11 months 
be $48.9 million in 1993. He also were adRIiniStratiV8ly reviewed 

gh the Fair Hearing process seventy-seven (77) times in 1993. Not 
epartaent found td not have followed correct procedure with regard 
orders, nursing assessment, social assessment or medical director 

absolutely no services are authorized without eredical 
edical orders, a joint asscmtent by a DSS caseworker and 
Therefore a maplete authorization packet exists prior 

The one exception to this is for hospitalized patients. 
expediting appropriate discharges, ve authorize initial 

n medical orders and a nursing assessment. This is then followed 
snwent by caseworker and nurse in the c-unity in approximately 

This practice has proven very effective in ensuring that 
ive the necessary service. ,. 

ted that since two individuals fnna’separate departrPeats are 
assessment, xe have created a system of checks in the 
The caseworker writes the Prior Approval based on the nursing 

and the nurse sees the patient vithin ninety days to supervise the 
f unauthorized hours would be apparent to the nurse 

+a*
Eu‘d 

proximately twenty (20) percent of all authorizations are reviewed ‘$ z 
staff on a randow basis. If this review indicates closer 

f any employee, then a review process will be initiated -3 
4
f-0 

H 
In order to tter track and wnitor the completion of all necessary documentation x 

al Care Program, we are in the process of developing a Hone Care 
This system will provide a great assist to caseworkers and 

ring regulatory compliance. This will occur since the system 
y reports of nursing, social, and medical orders which are 

syst~ic tracking of all due dates vi11 free vorkerr frotR manual 
controls and o identify any pmblesls which individual workers may have. The 

is scheduled to be on line in March, 1994. 

cian’s orders, it should be noted that neither the Couuty nor the 
eeipient should be held accountable for physician’s untimeliness or 
o complete updated orders. As previously noted, there are no 

re services are initially authorized ritbont physician’s orders. 
are returned if they are incomplete or not based on _ 

current ex 
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Ms. Mary E. Glass 


Caarfy~ofSocidlSemiar 

F(&ffbZdJw#2 


White Plaim, New York 10601-5272 


CearckmmissianerGlass: 


nmnk ycxl for the alzpa.mtimand~ - tomzwhen1 

recentlyvisitedyax agencyan Nommber 22-23, 1993to m&w the persanal 

careservices prqraminycur district. 


lkrhq the visit, Irevimzdtheprqramwithymrstaffardreadose 
ECOrds. Thevisitwas also xheduledtopmide a forumfordiso,lssicnof 
local - ard issues ardancppo~tyforthe~ofprqram 

hfOLTl&iOn. 

The f-of the visit are suImBri.zedin the emlcs& In-Haae 

Services titorbq VisitPqxt. Thisreportisinterrdedtoprwide an 

uverviewofq &6ematicns,astatisticalsunmry ofthetxzremrdreview~* 

ti an identificationofarrydeficierzies.
.'iiMreapplicable,I pmid& $ z 

0timsto assistyaxqerzywithprqramdwelcpoerrtard cpticns me 

foraxrztiqcunpliaxm2issues. aJu 


0: 
I want to especially thank Steve Riordan, Prqmm Cwrdimtm, for MH 

hcst~~caidard~~officidlsf~NewJerseyfora prwxrtaticn KE 

of#emaiaideprograninB~ 'Ihe*kaI113st 
helpful. _-

Pkasefeelfreetocmtact~at: (518)473-5602shmld you have any 

questimsorcmmmts~this~rt. 


MarciaArderscn 

Mediul A.5Eistm S-peAalistII 

BureauofLcrqT~care 

DivisicnofHe3ltha.d LnrqTem Care 


AN EQUAL OPPORTUNlTY/AFFlRMATlVE ACTION EMPLOYER 
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Hs. Anderson January 24, 1994 

Hwever , SRI .ces are reauthorized without physician's orders. This occurs v&en 
orders, althc ah reauested;‘whave not been received and the nursing and social 
assessment in &ate-that ongoing services are appropriate and necessary. In aany 
of our cases, ue are dealing rith chronic geriatric conditions which are not 
subject to f1 cquent change. The Department does try to pressure and demandorders 
but our effor ;s are sometimes unsuccessful or result in untimely orders. Ye are 
frequently tc ,d by physicians or their office staff that: 

0 Meticaid does dot pay enough 

a the y are sick and tired of all the forms 

0 thf client is old and will need the services for the rest of his or her 


.- 1 

In instances where there is no question of the cmgoing need, we vi11 authorize and 
document our fforts to obtain the physician’s orders. It is our contention that 
these servicr are appropriate and to reauthorize is the only responsible way to 
run the pr6g-1 . 

It should all r be noted that we have many surplus clients who directly pay their 
phyaiciiui am 1provide documentation of this payment to wet their surplus. III all 
of these cast k there weld be no record of any Medicaid or Medicare billing.

I 
Any questicm regarding our respome should be directed to Stephen C. Riotdan at 
(914) 285-W 6. 

Very truly yc UTB, 

h---J 
Phylli$ Shea! er 
Deputy Comir sioner 
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l4qElqvFsited:~Qxarty Rrrposrof visit: 


mtr vinitxd: Ncrvember 22-23, 1993 0cb5lled Visit I( 

Rrpw Um)ur: (518) 473-5602 

-a3lmty currently has 2,347 w czmz semicesclierrts.M~ 
0fthesecnly31are24hmramtim= m a= - - men2 are 951 grg
-

llImHcPcases. Ea~caseworkerhasacaseltiofl34~. The%W 

fiscal~hrlVebeenosFl~~most~.'Ihecempleticnof g 

Attad.mzntlO and ll, forEkepticnQTitd.aNo. 4 arrtzhd in.tbeEz 

fi5cal az5ssme adminkmtive~vehavepmvedthenr;st()x 

pzblemtic for ymr diS.ridL. hH 


K=1 
AttaM tothisreportisascrmnary of ham? mm? utilizaticnfor 1989, 
1990, 1991 ad 1992 fran on-lb2 suF5 Informatim FWxieval Sysk~=. 
yc%lr district's apeditun for F%zsmalc3aresesVicesbs~~ 
fxm 1991 to 1992by ag?~Xi~Wy $11 m.iUiW. ?hisdecreaseis 
attrilxrteabywestchestermntystafftobep' .ilydlx to the task 
base3 care plan. The average03st of a Hs case in 1992was $16,834. 


l3qirc-m: fiSA -,m, -Aide, Frharr=ed 

Directives, Delegation of case le=g==t, o=st -vim, 

Mfdicammx,pcsdPSA,ardart0fcanrty~. 


amrent l-lmker
of District Qzs 2,347 

mberof~WcmdsWi~ 30 

Mrmberof ~SS with currentFhysickn's Orders -24 

NuherofCSeswith -NursirqAssessnoerrts -30 

Mmrberof -with- SocialAssessnents -29 

IWIrkerofCaseswithaurent US-lsaxe -30 

ImxberofWwithCurrent Written Nohficdmof Service -23 

EgcordofNursirqSqe.rvi5ian ­??tmber of cases with c'urrerrt -30 

1. 




_.-
Physidan’Sorars 


AH22667W,CTll187V,AF78843E,cH10552W, 885736%Jardm@mxddidmyt 

hifvethf2cm~. 


Al- this area of w zhbisbaticnis~irg, efforts 

shaildcmtimetnreckve axqlete @pi&an's orders in a timly 

fasM.al. 


rrrfttunNatificatianof~cles 
 : 


hsrenty-- of the 30 ca92s reviewed cmtamed axrent written 

mtificaticmof servicesletters. TIxm2 cases deficientbere: 


AEG'8843E,
Bc94558X,AFU699N, BS4489J, cK10552W,AEI9149F, ad &'60!547J 



D. ~Ofkcd -=w-eQ= 


wesaswcmntyisalm2mdabart~therechu=tian~~~ 

the the average camzcmtofPCSs2mices. zheymthatavera+ 

weszklyhaus have gee frun23.3in I391 to 193 in 1992 to 147 we,&ly 

hCursin1993. lbyare azwxmEdthatthecc6ttargetsfarshared~ 

ardPERsmaymtb9Et~ that thzy have dezxasd their cmeraJ.1 

qYxIi~withthebskbS!dzeplanhxrstardards. I have 

atta&&aapyofthatcareplanfcrm. 


Wddxsbr~hadaqreat'dealoftrcublegetti.WtheFra3mtysrJF 

toagreetorevievtheattadnrmtN0. lOfran the fiscal asssmnt. 

The Deprty 0nmissimer my'have torneetwiththeSNFa&bistm 

abarttbirrole intherwiew. ~SteveRiordanfearsautamtic 2 

0ftheSNFwiththeatterdirg plysician. 


axmmedwiththeiraItofcanrtycasesard 
zz en=anrteredinhaVirrJHRA, KSP pds up priorsan NYCis also 
financially nzqxkble case5 1iviJqin-caarty. Iaul 
~~rkirqwithDiane Cramz's officecm tMs issue. 


a=Q, wesmesbauntyIlssisintheprocess ofcnatbganh-hcuse 

databseofca~authcrizationswithassessrrerrtdoamrerrt m-ax33 

anin-ha~~analysispiece. 


-X- Districtin0mpli.a~~. Yearlyvisitsm. 


-X- District had r&-xxdeficierq(ies). PlanofCorrECtiul 

suhnittedarda~. Yearlyvisits suggested. 


- District had mltiple defidaie. Plan of CorrECtian 

suhnittedarda~ Twice yearlyvisits-to assure 

CcnpliAEe. 


-	 District had miltiple defiCierY=ieS. Plan of mrrEtiCxl 

suhitt&ardretun&foracHiti~correctiveacticxl. Follw-q 


viSt~wi.thnsiXUCnths. 



